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Abstract 
Despite an increased risk of mental health problems in adolescents with Autism Spectrum Disorder 
(ASD), there is limited research on effective prevention approaches for this population. Funded by the 
Cooperative Research Centre for Living with Autism, a theoretically and empirically supported 
school-based preventative model has been developed to alter the negative trajectory and promote 
wellbeing and positive mental health in adolescents with ASD. This conceptual paper provides the 
rationale, theoretical, empirical and methodological framework of a multilayered intervention 
targeting the school, parents, and adolescents on the spectrum. Two important interrelated protective 
factors have been identified in community adolescent samples, namely the sense of belonging 
(connectedness) to school, and the capacity for self and affect regulation in the face of stress (i.e., 
resilience). We describe how a confluence of theories from social psychology, developmental 
psychology and family systems theory, along with empirical evidence (including emerging 
neurobiological evidence) supports the interrelationships between these protective factors and many 
indices of wellbeing. However, the characteristics of ASD (including social and communication 
difficulties, and frequently difficulties with changes and transitions, and diminished optimism and 
self-esteem) impair access to these vital protective factors. The paper describes how evidenced-based 
interventions at the school level for promoting inclusive schools (using the Index for Inclusion), and 
interventions for adolescents and parents to promote resilience and belonging (using the Resourceful 
Adolescent Program (RAP)), are adapted and integrated for adolescents with ASD. This multisite 
proof of concept study will confirm whether this multilevel school-based intervention is promising, 
feasible and sustainable.  
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The Cooperative Research Centre for Living with Autism (Autism CRC) Conceptual Model to 
Promote Mental Health for Adolescents with ASD 
Autism Spectrum Disorder (ASD) is a heterogeneous neurodevelopmental disorder defined in 
the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric 
Association [APA], 2013) as occurring across a spectrum of severity of pervasive deficits that appear 
in early childhood and endure across the lifespan, with individuals varying greatly in terms of 
symptom expression and level of functioning. Core symptoms include persistent impairments in social 
communication (e.g., limited verbal and nonverbal communication, poor eye contact, difficulty 
understanding others’ body language), persistent deficits in reciprocal social interaction (e.g., 
difficulties in developing and maintaining relationships), and at least two patterns of restricted, 
repetitive behaviour (e.g., unusual repetitive speech, unusual object use, ritualised behaviour, 
excessive rigidity, fixated interests, heightened or diminished reactivity to sensory input). Other 
common symptoms include intellectual impairment, language impairment (e.g., delayed language 
production and/or comprehension), motor deficits (e.g., unusual gait or clumsiness), self-injurious 
behaviour (e.g., head banging), neuro-cognitive or social-cognitive impairments (e.g., limited theory 
of mind skills, abstraction and generalization difficulties, executive function deficits), challenging 
behaviours, disturbed sleep, and comorbidities with psychiatric disorders such as depression and 
anxiety.  
The number of children diagnosed with ASD is increasing, most likely due to broadened 
diagnostic criteria, enhanced awareness of the disorder, and improved services and education policies 
(Fombonne, 2005; Williams, Macdermott, Ridley, Glasson, & Wray, 2008). Prevalence of ASD in 8 
year old children in the USA was estimated in 2010 as 1:68 (Centres for Disease Control and 
Prevention [CDC], 2014), while prevalence in 5 to 9 year old children in Australia was estimated in 
2012 as 1:100 (Australian Bureau of Statistics, 2012). Furthermore, the rise in prevalence is greater in 
individuals without intellectual disability (CDC, 2014). 
As there is no known cure for ASD, treatment-as-usual aims to facilitate skill acquisition, and 
improve learning, functional skills and quality of life (Anagnostou et al., 2014). Although significant 
improvements in verbal intelligence and language communication skills have been realised with 
intensive applied behaviour analysis (ABA) treatment (based on operant conditioning principles) in 
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preschool-aged children (Reichow, 2012), treatment for children entering adolescence (referred to as 
young adolescents from hereon) tends to address comorbidities rather than core ASD symptoms 
(Anagnostou et al., 2014). Despite recommendations that interventions targeting mental wellbeing in 
adolescents with ASD should aim to enhance adaptive functioning across home, school and social 
settings (Francis, 2005), treatment of many young adolescents with ASD consists primarily of 
psychotropic medication prescribed to reduce ASD symptoms (Ching & Pringsheim, 2012; Jesner, 
Aref-Adib, & Coren, 2007; Malow et al., 2012). Atypical antipsychotics (Risperidone and 
Aripiprazole) have been found to decrease irritability, impulsive aggression, and repetitive behaviours 
(Aman et al., 2015; Owen et al., 2009), a noradrenergic reuptake inhibitor (Atomoxetine) has shown 
small effects for diminishing hyperactivity and increasing attention (Harfterkamp et al., 2012), and 
Melatonin has been found to improve sleep initiation and duration (Rossignol & Frye, 2011).  
Evidence-based psychosocial treatment programs for young adolescents with ASD frequently take the 
form of social skills training (often offered in group format) to target improved social functioning 
(e.g., Reichow & Volkmar, 2011; Wang & Spillane, 2009), and behaviour therapy and cognitive-
behavioural therapy (CBT) to reduce symptoms from psychiatric comorbidities (e.g., Ho, Stephenson, 
& Carter, 2013; Kreslins, Robertson, & Melville, 2015; Scarpa, White, & Attwood, 2013).  
Concerning prognosis, untreated ASD rarely resolves (Matson & Horovitz, 2010; Matson, 
Mahan, Hess, Fodstad, & Neal, 2010; Moss, Magiati, Charman, & Howlin, 2008). The majority of 
children diagnosed with ASD experience substantial social and adaptive functioning difficulties in 
adolescence and adulthood (APA, 2013; Joshi et al., 2010).  As the prevalence of ASD is increasing, 
and at a greater rate in individuals without intellectual disability (CDC, 2014), and deficits of ASD 
endure across the lifespan and are complicated by psychosocial difficulties that emerge in adolescence 
(APA, 2013), there is an increasing need for interventions that promote mental health and adaptive 
functioning in young adolescents with ASD (Francis, 2005).  
Drawing on the best available research and theory, this review describes a conceptual model for 
a multilevel, school-based, positive mental health approach to promote optimal functionality. We 
identify the specific biopsychosocial challenges for  young adolescents, the protective factors that are 
most likely to provide the best leverage for change, and propose a model of intervention. While the 
focus of the review is largely on the promotion of mental health (and particularly on the importance of 
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depression), the selected protective factors and proposed interventions also address functionality and 
wellbeing. We note that the two-continua model of mental health proposes that mental wellbeing and 
mental ill-health are separate but related factors, rather than opposite ends of the mental illness 
spectrum, such that individuals with a mental disorder are able to experience some level of subjective 
wellbeing (Keyes, 2005a). In this regard we also recognise that there is a growing body of research 
that focuses on quality of life for adolescents with ASD (e.g., Lee, Harrington, Louie, & Newschaffer, 
2008; Sheldrick, Neger, Shipman, & Perrin, 2012; Tavernor, Barron, Rodgers, & McConachie, 2013; 
van Heijst & Geurts, 2015). While these issues are addressed in the presentation of the conceptual 
model, a comprehensive review of the quality of life literature is beyond the scope of this study.  
Psychosocial Challenges of Early Adolescence  
Young adolescents are typically required to navigate increasingly complex peer relationships 
while dealing with the transition to secondary school that often involves larger schools, bigger classes, 
multiple educators and increasing academic demands (Benner, 2011). Further, their vulnerability to 
significant decreases in self-esteem at this developmental stage may diminish their capacity to cope 
with such challenges (Wigfield, Eccles, MacIver, Reuman, & Midgley, 1991).  
The risk of internalising psychopathology increases in adolescence: depression and anxiety are 
two of the most common mental health disorders experienced by children and adolescents (Farrell & 
Barrett, 2007), with both clinical and subclinical presentations in youth  associated with heightened 
risk of recurrent episodes in adulthood (Copeland, Shanhan, Costello, & Angold, 2009). However, 
while anxiety disorders tend to emerge in childhood around 6 years of age, the incidence of 
depression increases significantly after early adolescence (Lewinsohn , Rohde, Seely, Klein, & Gotlib, 
2000), with a recent national estimate finding a median age of onset of 13 years, and 14.3% of 
adolescents meeting diagnostic criteria for a depressive disorder (Merikangas et al., 2010). Depressive 
symptoms in early adolescence can reduce the quality and quantity of relationships in familial, 
educational and wider social settings; heighten the risk of social withdrawal and the display of anti-
social behaviour towards others; erode capacity for coping; decrease levels of self-care and adaptive 
functioning; and increase levels of self-injury and the risk of suicidal ideation (Ghaziuddin, 
Ghaziuddin, & Greden, 2002; Matson & Nebel-Schwalm, 2007; Stewart, Barnard, Pearson, Hasan, & 
O’Brien, 2006; White & Roberson-Nay, 2009). To maximise treatment efficacy, prevention programs 
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intervene in the developmental period immediately preceding the age of peak incidence; hence many 
anxiety prevention programs target children, while depression prevention programs focus on early 
adolescence (see Gladstone, Beardslee, & O’Connor, 2011 for review).  
Additional Psychosocial Challenges Experienced by Young Adolescents with ASD  
Young adolescents with ASD tend to experience the developmental challenges associated with 
the transition to adolescence as more challenging than do their neurotypical peers, and are 
consequently even more at risk of developing comorbid depression (Brereton, Tonge, & Einfeld, 
2006; Mayes, Calhoun, Murray, & Zahid, 2011; McPheeters, Davis, Navarre, & Scott, 2011). The 
social and emotional difficulties experienced by young adolescents with ASD can lead to heightened 
stress and conflict in the family system (Ghaziuddin et al., 2002). This stress and conflict can have a 
detrimental effect on parental mental health (Zablotsky, Boswell, & Smith, 2012) and the adolescent’s 
wider support network (Ghaziuddin et al., 2002; Matson & Nebel-Schwalm, 2007). In addition, 
depression in young adolescents with ASD often persists into adulthood (Sterling, Dawson, Estes, & 
Greenson, 2008) which, in combination with the young adult’s ASD deficits, continues to impact 
negatively at the individual and family level (e.g., Eaves & Ho, 2008; Marriage,Wolverton, & 
Marriage, 2009).  
The increased vulnerability for developing depression in young adolescents with ASD can be 
understood by considering recent neurobiological findings in conjunction with the expression of the 
social interaction and affect regulation difficulties that young adolescents with ASD experience. An 
analysis of 586 cross-sectional and longitudinal MRI brain scans in ASD and neurotypical individuals 
aged 12 months to 50 years found increased neuron loss and reduced volume in brain regions 
responsible for social, communication and emotion abilities in adolescents with ASD compared to 
neurotypical adolescents (Courchesne, Campbell, & Solso, 2011). Furthermore, instead of improving 
(as occurs in neurotypical adolescents), executive functions which underlie the metacognitive abilities 
required for adaptive social functioning decline in young adolescents with ASD (Rosenthal et al., 
2013).  In their two-hit model of autism, Picci and Scherf (2014) propose that neural reorganisation, 
pubertal hormones, and increasing social demands of adolescence inflict a second insult on the 
already compromised and vulnerable social neural system of the young adolescent with ASD which 
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perpetuates difficulties with social interaction and diminishes motivation to develop and maintain peer 
friendships.  
The social interaction difficulties experienced by young adolescents with ASD, combined with 
the increasing social demands of early adolescence, increase their likelihood of disengaging from 
others which impedes the development and maintenance of relationships with peers and teachers. This 
in turn leads to withdrawal and social isolation, and removes opportunities for developing social skills 
through exposure to peer modelling and practise, thereby further diminishing social skills and leading 
to loneliness (Bauminger, Shulman, & Agam, 2003; Downs & Smith, 2004; Humphrey & Symes, 
2010; White, Oswald, Ollendick, & Scahill, 2009; White & Roberson-Nay, 2009). Further, difficulties 
with social interaction, along with the expression of the core ASD symptamology (e.g., repetitive and 
restricted behaviours and thoughts, lack of assertiveness, heightened behavioural reactions, rigidity, 
hypersensitivity) increase the likelihood of peer rejection, with close to 50% of young adolescents 
with ASD falling victim to bullying (e.g., Cappadocia, Weiss, & Pepler, 2012; Sterzing, Shattuck, 
Narendorf, Wagner, & Cooper, 2012). The damaging effects of bullying are often intensified in young 
adolescents with ASD due to their social isolation which precludes support from peers, and their 
difficulties with communication and self-expression that reduce the likelihood that they will seek help 
from an adult (Humphrey & Symes, 2010).   
The majority of young adolescents with ASD struggle with affect regulation (Samson, Huber, 
& Gross, 2012). Affect regulation is an important aspect of adolescents’ emotional and social 
development and is facilitated by the adoption of coping strategies such as problem solving and 
cognitive reappraisal that help the young person to manage negative mood and anxiety, and to cope in 
frustrating or stressful personal and social situations (e.g., McRae et al., 2012; Silvers et al., 2012). 
Recruiting these coping strategies requires perspective taking abilities, executive functioning, and 
cognitive linguistic abilities (e.g., Jahromi, Bryce, & Swanson, 2013; Losh & Capps, 2006; Samson et 
al., 2012). However, young adolescents with ASD typically have deficits in theory of mind that 
hamper their perspective taking (Samson et al., 2012), deficits in executive functions that diminish the 
ability to supress ruminative thoughts and to switch between unhelpful and more helpful cognitive 
strategies (Hofmann, Schmeichel, & Baddeley, 2012; Jahromi et al., 2013), and deficits in cognitive 
linguistic processes (e.g., Losh & Capps, 2006). Hence, they rely more heavily on maladaptive 
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emotion regulation strategies such as avoidance and venting (Jahromi, Meek, & Ober-Reynolds, 
2012), defense and crying (Konstantareas & Stewart, 2006), averted eye contact (Dalton et al., 2005), 
and suppression (Samson, Hardan, Podell, Phillips, & Gross, 2015).   
These difficulties present unique challenges for schools, teachers and educational outcomes. 
Students with ASD are four times more likely than their neurotypical peers to require learning and 
social support services (Mandell, Walrath, Manteuffel, Sgro, & Pinto-Martin, 2005), which coupled 
with their social and emotional difficulties, can limit their social, emotional and educational trajectory 
(Humphrey & Lewis, 2008). In a recent study, teachers rated students with ASD as exhibiting 
significantly higher levels of oppositional and aggressive behaviour, attention difficulties, and 
symptoms of depression and anxiety than their neurotypical peers; and also rated 54% as under-
achieving academically compared to 8% of their typically developing peers (Ashburner, Ziviani, & 
Rodger, 2010). Therefore, teachers experience students with ASD in mainstream classes as struggling 
to maintain their attention and regulate their emotions and behaviour, and as underperforming relative 
to their level of ability, despite receiving a range of specialist support services in the classroom.   
Importantly, the difficulties with connectedness and affect regulation that may contribute to 
depression do not translate to less depression for higher functioning adolescents with ASD. In fact, 
depression appears to be more prevalent in higher functioning than lower functioning adolescents with 
ASD (54% vs. 42%) (Mayes, Calhoun, Murray, Ahuja, & Smith, 2011). Compared to lower 
functioning adolescents with ASD, higher functioning adolescents tend to be more interested in social 
interaction (Ozonoff, Dawson, & McPartland, 2002), and also have greater insight into their core 
ASD deficits, especially their difficulties with social competency (Mazurek & Kanne, 2010). They are 
more aware of past unsuccessful attempts to develop social relationships (Gotham, Bishop, 
Brunswasser & Lord, 2014; Hedley & Young, 2006), and are more likely to experience distress when 
attempts at social connectedness fail (Sterling et al., 2008) and to perceive their peers as less 
accepting of them (Williamson, Craig, & Slinger, 2008). Hence, they tend to experience greater 
loneliness triggered by a lack of (or poor quality) friendships (Bauminger et al., 2003; Whitehouse, 
Durkin, Jaquet, & Ziatas, 2009). In addition, they are more likely to have a maladaptive attributional 
style characterised by a tendency to internalise and assume responsibility for negative events (Barnhill 
& Myles, 2001), and to view themselves as less capable than others (Humphrey & Lewis, 2008; 
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Humphrey & Symes, 2010). These factors combine to diminish optimism, lower self-esteem, and 
increase the risk of developing depression in higher functioning adolescents with ASD (Barnhill & 
Myles, 2001; Fung, Lunsky, & Weiss, 2015; Solomon, Miller, Taylor, Hinshaw, & Carter, 2012; 
Tantum, 2000).  
An important life task that emerges during the transition from secondary schooling to 
adulthood, and that is impacted on by depression, is engaging in tertiary education and/or becoming 
employed (Taylor & Seltzer, 2011). Depression reduces the likelihood of engaging in and remaining 
in tertiary education (see Mojtabai et al., 2015 for review), and reduces job-search persistence and the 
likelihood of becoming employed (Wanberg, Glomb, Song, & Sorenson, 2005) which exacerbates the 
risk of developing depression, and reduces employment prospects even further (Paul & Moser, 2009). 
A longitudinal study that followed high-functioning adults with ASD (N = 72) over 12 years found 
that, although the majority had engaged in tertiary education and/or employment during this period, 
only 25% were able to remain in education or employment over time (Taylor, Henninger, & Mailick, 
2015). Hence, preventing depression in young adolescents with ASD will most likely have far-
reaching consequences that buffer the individual against the significant challenges of young 
adulthood. 
Preventing Depression in Young Adolescents 
Many programs targeting depression in neurotypical adolescents have been developed and 
trialled with some success at both the prevention and treatment level (Clarke et al., 2001; Garber, 
Webb, & Horowitz, 2009; Landback et al., 2009; Shochet et al., 2001; Stice, Shaw, Bohon, Marti, & 
Rohde, 2009; Young, Mufson, & Gallop, 2010). Prevention programs can be classified as universal 
(provided to everyone in a population), selective (provided to at-risk subgroups of the general 
population), or indicated (provided to those experiencing symptoms of the difficulties targeted by the 
prevention program) (Mrazek & Haggerty, 1994). Concerning prevention, a number of programs 
designed to promote resilience, such as the Penn Resilience Program (PRP; Gillham, Brunwasser, & 
Freres, 2008) and the Resourceful Adolescent Program (RAP; Shochet, Holland, & Whitefield, 
1997a) have been implemented on a universal or indicated basis. A series of meta-analyses suggest 
that these programs tend to show greater efficacy when targetting adolescents at risk (e.g., Merry et al. 
2011; Stice et al., 2009).  
11 
 
 Notwithstanding the increased risk of mental health problems in adolescents with ASD, there 
is limited research on effective depression prevention or early intervention approaches tailored for this 
population (Ghaziuddin et al., 2002; Stewart et al., 2006). In children, a small study trialled an 
enhanced curriculum that focused on building skills in emotion recognition, executive functioning, 
communication, and problem solving in boys with ASD aged 8 to 12 years, and found that 
participants had improved emotion awareness and some non-significant changes in reported levels of 
depression (Solomon, Goodlin-Jones, & Anders, 2004). Two recent studies have trialled CBT for 
depression in older adolescents: a non-randomised, small (N = 26), group-based CBT program with 
individuals with ASD aged 15 – 25 years achieved a reduction in self-reported depressed mood, 
negative thoughts, and stress relative to waitlist control (McGillivray & Evert, 2014); and a small pilot 
RCT that compared a depression treatment program with treatment as usual in 20 adolescents with 
ASD (Mage = 15.75 years) found a significant reduction in mean pre- and post- depression scores  in 
the intervention group (Santomauro, Sheffield, & Sofronoff, 2015). However, there are no evidenced 
based interventions for prevention and early intervention of depression for young adolescents with 
ASD. A strength-focused resilience model aimed at promoting protective factors offers some direction 
in this regard. 
Factors that Protect Against Depression 
Diverse definitions of terminology are used in the field of resilience, wellbeing and mental 
health. We follow the developmental psychopathology definition of resilience as a dynamic process 
that consists of positive adaptation despite significant adversity (Luthar, Cicchetti, & Becker, 2000), 
and we recognise that living with a neurodevelopmental disorder such as ASD constitutes significant 
adversity that requires a resilience process. Research has consistently indicated that resilience is 
inhibited by risk factors, and is promoted by protective factors (Alvord & Grados, 2005; Benzies & 
Mychasiuk, 2009; Fergus & Zimmerman, 2005) which are processes that alter the effects of adversity 
so as to achieve a positive rather than negative outcome (Luthar et al., 2000).  
Resilience work with adolescents focuses on strengths rather than deficits in order to 
understand healthy development despite exposure to risk. A particular focus may be to build upon 
social skills for enhancing relationships and self-efficacy for health promotion behaviour. Currently 
there is little research that explores the use of strength-based programs to promote wellbeing and 
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prevent depression in adolescents with ASD by building their resilience. Two important interrelated 
factors that are vital for wellbeing and positive mental health, and that protect against the 
development of depression by building resilience, have been identified in community adolescent 
samples. These protective factors are the sense of belonging, and the capacity for self and affect 
regulation in the face of stress.  
Sense of belonging. A sense of belonging represents the extent of feeling part of one or more 
social groups (Quinn & Oldmeadow, 2013). The innate psychological drive to belong to social groups 
(Baumeister & Leary, 1995) and its importance for forming meaningful relationships and secure 
attachments with others is explored in social psychology, developmental psychology and family 
systems theory (e.g., Bowlby, 1969; Bronfenbrenner, 1989; Fiske, 2004; Kerr & Bowen, 1988; Reeve, 
Deci, & Ryan, 2004; Titelman, 2014). Forming social connections is a particularly important task 
during adolescent development because such connections form the foundation for long-lasting 
interpersonal bonds (Baumeister & Leary, 1995), enable adolescents to internalise values endorsed by 
significant others (Reeve et al., 2004), and contribute to the adolescent’s developing sense of identity 
or self-concept (Schachter & Rich, 2011). A sense of belonging has been found to protect against 
psychopathology and stress (Baumeister & Leary, 1995), to buffer the effects of depression 
(Anderman, 2002; Cockshaw & Shochet, 2010; Sargent, Williams, Hagery, Lynch-Sauer, & Hoyle, 
2002), and to promote academic success, high self-esteem, positive affect, optimism, life satisfaction, 
hope and future expectations (e.g., Bonny, Britto, Klostermann, Hornung, & Slap, 2000; You et al., 
2008).  
Conversely, the sense of not belonging (or a thwarted sense of belonging) has been associated 
with loneliness (Chipuer, 2001; Mellor, Stokes, Firth, Hayash, & Cummins, 2008); anxiety, 
depression, emotional distress, negative affect, substance use and suicide (e.g., Anderman, 2002; 
Carter, McGee, Taylor, & Willliams, 2007; Lee & Robbins, 1998; Shochet, Dadds, Ham, & 
Montague, 2006; Shochet, Homel, Cockshaw, & Montgomery, 2008; Witherspoon, Schotland, Way, 
& Hughes, 2009). For example, a longitudinal study of Australian adolescents (N = 2678) found that a 
thwarted sense of belonging in Year 8 was associated with a heightened risk from Year 10 onwards of 
anxiety and depressive symptoms, substance use, and diminished academic achievement (Bond et al., 
2007).  
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Congruent with the need to belong, Sociometer Theory (Leary & Baumeister, 2000; Leary & 
Downs, 1995) from social psychology emphasises the importance of perceived relational value and 
suggests that an innate psychological apparatus, the sociometer, continuously scans the environment 
for interpersonal signals to inform an aggregate impression of one’s level of social acceptance or 
rejection (i.e., perceived belongingness). An impression of low relational value is consciously 
experienced as feelings of social disapproval and rejection which diminish self-esteem and contribute 
to the development of depressive symptoms, even in the absence of real rejection or actual reduced 
acceptance (Leary, 2005). Sociometer Theory is backed by neuroimaging research that has found that 
lower self-esteem increases activity in brain regions associated with processing rejection and 
acceptance (Eisenberger, Inagaki, Muscatell, Byrne Haltom, & Leary, 2011).   
In line with Sociometer Theory, a thwarted sense of belonging has been identified as the 
immediate antecedent of a depressive response in several interpersonal theories of depression (Coyne, 
1976; Joiner & Metalsky, 2001) that are integrated in the social-cognitive interpersonal process model 
(Sacco & Vaughan, 2006). This model proposes that depression is maintained by reciprocal 
interpersonal transactions: one’s perception that cues from others are indicative of diminished 
relational value results in a perception of diminished self-esteem which triggers an increased need for 
validation, giving rise to behaviours aimed at securing confirmation of an intact relational bond. Such 
behaviours include excessive reassurance seeking and self-denigration which are experienced as 
aversive by others and, in turn, elicit criticism, rejection and non-genuine support.  
School belonging, in the form of school connectedness, is the extent to which students feel 
valued and cared for by their school community as a result of their sense of belonging and relatedness 
to others in their school community (Ciani, Middleton, Summers, & Sheldon, 2010; Osterman, 2000). 
A link has been found between school connectedness and positive outcomes such as peer support, 
teacher support, interest in studies and higher academic achievement (Anderman, 2002; Monahan, 
Oesterle, & Hawkins, 2010). Whitlock (2006) contends that perceptions of school connectedness vary 
throughout the adolescent years in response to developmental changes and needs. Recent research has 
found evidence of relationships between school connectedness and mental health, with lower 
connectedness associated with an increase in depressive symptoms, lower self-esteem, diminished 
optimism, and greater paranoid tendencies which together hinder approaching others with openness 
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and trust, thereby perpetuating a threat-focused cycle and reducing chances for social connectedness 
which could lead to social withdrawal and loneliness (e.g., Anderman, 2002; Chapman, Buckley, 
Sheehan, & Shochet, 2013; Frydenberg, Care, Freeman, & Chan, 2009; Kidger, Araya, Donovan, & 
Gunnell, 2012; Shochet et al., 2006; Shochet & Smith, 2012).    
Importantly, belonging and school connectedness is the strongest single correlate of depression 
uncovered to date and tends to be the most proximal. Shochet et al. (2006) measured the relationship 
between school connectedness and general wellbeing, depression and anxiety symptomology in 
adolescents aged 12 to 14 in a large prospective study (N = 2022) at two points of time across 14 
schools. The mean concurrent correlation between school connectedness and depressive symptoms 
was not only high (r = -.67) but was also greater than reported in other belonging and connectedness 
studies. This strong relationship has been confirmed in a cross-sectional study (r = -.70, N = 153; 
Shochet et al., 2008), and a longitudinal study that followed Australian students (N = 3459) 
transitioning to high school over a 2-year period (Lester, Waters, & Cross, 2013). Further, in Shochet 
et al.’s (2006) prospective study, school connectedness predicted future depressive symptoms for boys 
and girls, and future anxiety symptoms for girls, at 1-year follow-up even after controlling for pre-
existing mental health symptomology, while mental health symptoms did not significantly predict 
future school connectedness. These findings support the theoretical position that belonging is the 
immediate antecedent of depressive and anxiety symptoms and not vice-versa, and is consistent with 
the existence of an innate mechanism to monitor relational value posited by Sociometer Theory. 
School connectedness has been found to predict wellbeing as well. Recent longitudinal research 
measured wellbeing and connectedness once a year for 3 years in a considerable adolescent sample (N 
= 1774) and found that high levels of school and family connectedness significantly predicted high 
levels of wellbeing in subsequent years (Jose, Ryan, & Pryor, 2012).  
Capacity for self and affect regulation. Self-regulation is an important component of 
resilience, and is the process by which the self modifies its inner states in a goal-directed manner to 
override unhelpful impulses, responses or behaviour with a more helpful, adaptive response 
(Baumeister, Schmeichel, & Vohs, 2007). Models of adolescent brain development offer an 
explanation for self-regulation instability found in early adolescence. These models propose that 
cognitive control is required for self-regulation, and that while cortical regions subserving cognitive 
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control and subcortical regions associated with self-regulation processing mature in a more or less 
parallel fashion in childhood and late adolescence, maturation of each region proceeds at a different 
rate in early adolescence, giving rise to heightened impulsivity and risk taking, and difficulties 
resisting temptation and unhelpful peer influence (e.g., Casey et al., 2010; Dahl, 2001; Steinberg, 
2008). 
Affect regulation can be conceptualised as a process triggered by self-regulation that monitors 
and moderates internal feeling states to enhance mental health and wellbeing (Eisenberg, Fabes, 
Guthrie, & Reiser, 2000; Fledderus, Bohlmeijer, Smit, & Westerhof, 2010). Emotions can be 
distinguished from affect. Emotions tend to be triggered by specific objects and give rise to 
behavioural responses related to these objects, while affect (e.g., low mood) tends to be more diffuse 
and to last longer than emotions (Gross, 2013). Adolescents tend to react more strongly than adults to 
emotion-eliciting situations (e.g., Stroud et al., 2009), experience negative and mixed emotions more 
frequently (e.g., Riediger, Schmiedek, Wagner, & Lindenberger, 2009; Riediger, Wrzus, & Wagner, 
2014), and experience more lability in their emotional states (e.g., Larson, Moneta, Richards, & 
Wilson, 2002). 
Emotion regulation refers to shaping the experience and expression of emotions and appears to 
increase adolescents’ ability to cope with developmental challenges, with available evidence linking 
enhanced emotion regulation skills to greater peer acceptance, reduced risk of experiencing bullying 
by peers, higher social competence, increased prosocial behaviour, better academic achievement, and 
fewer internalizing and externalizing problems (e.g., Buckley & Saarni, 2009; McLaughlin, 
Hatzenbuehler, Mennin, & Nolen-Hoeksema, 2011; Silk et al., 2007; Yap, Allen, & Sheeber, 2007). 
Further, emotion regulation difficulties have been associated with mental health problems, including 
depression, anxiety and stress (e.g., Eftekhari, Zoellner, & Vigil, 2009; Moore, Zoellner, & 
Mollenholt, 2008; Saxena, Dubey, & Pandey, 2011), and limited use of emotion regulation strategies 
has been found to decrease levels of wellbeing (e.g., Haga, Kraft, & Corby, 2009; Hopp, Troy, & 
Mauss, 2011; Saxena et al., 2011).  
Interrelated protective factors. The protective factors of connectedness and self and affect 
regulation have been found to be linked in a reciprocal manner, in that the greater the capacity for self 
and affect regulation, the greater the experience of connectedness, and vice versa. Self and affect 
16 
 
regulation have been found to lead to more adaptive social interactions, and positive social 
interactions with others have been found to generate a sense of belonging and connectedness (Gross, 
2002, 2015; Zhao & Zhao, 2015). Gross (2002, 2015) found that those who used the maladaptive 
emotion regulation strategy of suppression experienced poorer social support because doing so 
deprived others of social cues that would otherwise help to trigger reciprocal concern, and also 
required considerable cognitive effort which diminished attention and response to reciprocal social 
cues. In contrast, those who used the adaptive emotion regulation strategy of reappraisal experienced 
greater social support because they were more liked which led to a decrease in negative emotions. 
Similarly, Zhao and Zhao (2015) found that school connectedness mediated the relationship between 
emotion regulation and depression amongst 504 secondary school students in China, with adolescents 
who used suppression feeling less connected and experiencing more depressive symptoms, and those 
who used reappraisal feeling more connected and experiencing fewer depressive symptoms.  
 Also, experiencing a sense of belonging and having valuable connections to others may 
facilitate self and affect regulation (Beckes & Coan, 2011; DeWall et al., 2011; Roberts & Burleson, 
2013) which in turn is a protective factor against depression. Roberts and Burleson (2013) explored 
the roles of social connection and emotion regulation in 316 females and found that stronger social 
connectedness lead to more effective emotion regulation and fewer self-reported depressive 
symptoms. Attachment Theory (Bowlby & Ainsworth, 1992) can be conceptualised as a 
connectedness and self and affect regulation theory. According to Attachment Theory, infants may be 
securely attached to a primary caregiver who shows consistent and responsive care, or insecurely 
attached when subjected to inconsistent and ambiguous care, with childhood attachment styles 
thought to be emulated in future relationships throughout the lifespan. Attachment Theory posits that 
attachment behaviours enable children to regulate affect and relieve distress. Securely attached 
individuals develop a positive belief of self-worth and a belief that others are able to help alleviate 
distress which allows for the development of functional emotion regulatory strategies, while 
insecurely attached individuals develop negative beliefs and often recruit the maladaptive emotion 
regulation strategies of worry and rumination when experiencing distressing attachment cues (Malik, 
Wells, & Wittkowski, 2015).  
The findings of belonging and connectedness interacting with self and affect regulation are 
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strengthened by neuroscience research. Studies have found that affiliative relationships operate via 
oxytocin-endorphin systems and are physiologically soothing, which reduces threat sensitivities and 
emotion reactivity (Carter, 1998; Cozolino, 2007; Depue & Morrone-Strupinsky, 2005; Panksepp, 
1998). 
Therefore, there is a need to build the two protective factors of school connectedness and self 
and affect regulation in young adolescents to protect against the development of depression. 
Improving young adolescents’ self and affect regulation increases their ability to negotiate difficult 
interpersonal situations, thereby contributing to improved interpersonal relations (Finkel & 
Fitzsimons, 2011; Shochet & Ham, 2003; Vohs & Finkel, 2006). Also, improved self and affect 
regulation augments the capacity for school connectedness by enriching peer relationships (Buckley 
& Saarni, 2009), and increasing perceptions of school support (Anderman, 2002).  
Conceptual Model for Promoting Mental Health of Adolescents with ASD in Schools 
In line with the two-continua model of mental health (Keyes, 2005a) it should be possible to 
promote flourishing wellbeing and mental health in young adolescents who live with the 
developmental challenge of ASD by focusing on connectedness and affect regulation. Recall that the 
core symptoms of ASD (which include impairments in social communication, deficits in reciprocal 
social interaction, and patterns of restricted, repetitive behaviour) (APA, 2013), along with affect 
regulation difficulties (Dalton et al., 2005; Jahromi et al., 2012; Konstantareas & Stewart, 2006; 
Samson et al., 2015), and frequently difficulties with transitions, diminished optimism, and lower self-
esteem (Barnhill & Myles, 2001; Solomon et al., 2012) impair access to the vital protective factors of 
school connectedness and the capacity for self and affect regulation in the face of stress (Downs & 
Smith, 2004; Humphrey & Symes, 2010; White & Roberson-Nay, 2009).  
The schooling system offers an influential support network for young adolescents (Stewart, 
2008; Stewart, Sun, Patterson, Lemerle, & Hardie, 2004). School-based preventative intervention 
programs, which are available as a component of the curriculum, are accessible, affordable, 
sustainable, and have been supported empirically (Corrieri et al., 2014). Educational policies and 
procedures also make the school a suitable location for interventions. Inclusive education policies in 
Australia require support for students with ASD in mainstream classes and include a whole school 
approach to support students’ curriculum needs, as well as their social and emotional needs 
18 
 
(Humphrey & Symes, 2010; Ministerial Council on Education, Employment, Training and Youth 
Affairs, 2008). A range of studies has highlighted that having a sense of belonging for students with 
ASD has a positive impact on their school experiences, and ultimately on their success in the school 
environment (Humphrey, 2008; O’Rourke & Houghton, 2008; Osborne & Reed, 2011; Sciutto, 
Richwine, Mentrikoski, & Niedzwiecki, 2012). Thus, interventions at the school level aimed at 
promoting school connectedness and affect regulation are consistent with both educational needs and 
mental health outcomes, and should be supported and encouraged within the school context.     
Although there is limited research, it would seem that support in the form of effective school-
based interventions should operate at multiple ecological levels to support young adolescents with 
ASD, as well as their parents/caregivers (referred to as parents from hereon), teachers and the school 
system (Howlin, 2000). An established, strength-focused, evidence-based program that is devised to 
increase capacity for relationships and to promote self and affect regulation in young adolescents is 
the Resourceful Adolescent Program (RAP; Shochet, Holland, & Whitefield, 1997a). RAP consists of 
three interventions that are delivered in a group format: the Resourceful Adolescent Program for 
Adolescents (RAP–A), the Resourceful Adolescent Program for Parents (RAP–P), and the 
Resourceful Adolescent Program for Teachers (RAP–T). In addition, RAP–T can be augmented with 
the Index for Inclusion (Booth & Ainscow, 2002), a process that operates at the school systems level 
to support the development of a school culture, policy and practice that promotes school 
connectedness.  
A theoretically and empirically supported school-based preventative model has been developed 
to alter the negative trajectory and to promote wellbeing and positive mental health in young 
adolescents with ASD. The School Connectedness Conceptual Model (see Figure 1) operates within a 
holistic, collaborative framework for intervening at multiple levels by addressing the reciprocally 
related protective factors of affect regulation and school connectedness to improve the wellbeing of 
adolescents with ASD. In service of this, adaptations of the three RAP interventions have been made 
specifically to promote protective factors for young adolescents with ASD.  
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Figure 1. The conceptual school-based model for promoting mental health and wellbeing in young 
adolescents with ASD.  
At the adolescent level RAP–A–ASD, the ASD adaptation of the RAP–A intervention, targets 
underlying intrapsychic and interpersonal skills to improve affect regulation and interpersonal 
relationships and connectedness. RAP–P–ASD, an adaptation of the RAP–P intervention, aims to 
enhance connectedness and affect regulation at the family systems level, to increase parent efficacy in 
managing emotional reactivity from their young adolescents, to promote adolescents’ capacity for 
affect regulation, and to improve parent-adolescent attachment (which predicts school connectedness). 
The whole school level intervention utilises the framework and process from the Index for Inclusion 
(Booth & Ainscow, 2002) along with RAP–T–ASD, an adaptation of RAP–T. The whole school level 
intervention aims to trigger a shift in school culture, policy and practice; and to assist teachers, 
support, and administration staff to foster a more inclusive school environment and to promote greater 
school connectedness and resilience in young adolescents with ASD. It is expected that this holistic 
approach will harness the reciprocal relationship between belonging and self and affect regulation. 
Greater connectedness and inclusiveness should produce more equanimity and affective stability, and 
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vice versa. This in turn should impact on both wellbeing and mental health. A detailed description of 
the background, rationale and content of the interventions at each level follows.   
At the adolescent level. RAP–A–ASD (Shochet, Mackay, & Wurfl, 2011), the adapted version 
of RAP–A (Shochet, Holland, & Whitfield, 1997a, 1997b), has been developed to reduce and prevent 
depression and  improve self efficacy in high-functioning young adolescents with ASD. RAP–A is 
designed to be delivered in a group format on a weekly basis across 11 weeks (Shochet et al., 2001; 
Shochet & Ham, 2003; Shochet et al., 1997a, 1997b; Shochet & Osgarby, 1999). RAP–A 
purposefully avoids using deficit orientated words such as “depression” and “mental illness”, adopting 
instead a strength-based focus that reinforces existing personal strengths and builds skills for self-
regulation, understanding social support networks, perspective taking, preventing and managing 
conflict, and interpersonal relationships to foster mental health and wellbeing (Fergus & Zimmerman, 
2005; Shochet & Osgarby, 1999). This emphasis on positive language and skills is relatively unique 
for a mental health intervention, and aims to empower adolescents who engage in the program 
(Shochet et al., 2011). Based on the metaphor of the children’s story of the Three Little Pigs, in which 
only the house made of bricks withstood the attacks of the Big Bad Wolf, each week participants 
identify “resource bricks” such as “personal strength” bricks and “keeping calm” bricks. Session 
content and process are described in a Group Leader’s Manual (Shochet et al., 1997a), and each 
participant receives a Participant Workbook (Shochet et al., 1997b).  
RAP–A is based on integral elements of CBT and Interpersonal Psychotherapy (IPT), both of 
which are supported as effective, evidence-based interventions for treating depression in young people 
(e.g., Clarke et al., 2001; Merry, McDowell, Wild, Bir, & Cunliffe, 2004; Rivet-Duval, Heroit, & 
Hunt, 2011). The cognitive-behavioural elements of RAP–A are designed to increase self and affect 
regulation and include stress management using self-management and self-relaxation strategies; 
cognitive restructuring; the identification and challenging of negative or distorted thinking and the 
development of positive self-talk; and problem solving strategies based on defining problems, 
identifying and evaluating solutions, and implementing the chosen solution step by step. The 
interpersonal components of RAP–A are drawn from IPT for depression (Mufson, Moreau, 
Weissman, & Klerman, 1993) and are designed to promote connectedness by encouraging participants 
to establish and draw on support networks; and to develop skills that reduce interpersonal conflict by 
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applying an understanding of others' perspectives in maintaining peace, and promoting harmony.  
RAP–A is designed to be implemented as part of the school curriculum to prevent depression in 
adolescents aged 12 to 15, is used widely throughout Australia, and has been implemented 
successfully in schools internationally (Shochet & Ham, 2004). 
 RAP–A can be delivered in a universal, selected or indicated format, and has proven to be 
effective and efficacious at a universal level (Merry et al., 2004) and is also purported to be suitable as 
a selective intervention (Millear, Liossis, Shochet, Biggs, & Donald, 2008; Muris, Bogie, & 
Hoogsteder, 2001; Shochet et al., 2001). RAP–A has gathered empirical support for its efficacy in 
reducing symptoms of depression in adolescent samples across a number of randomised controlled 
trials (RCTs). For example, Shochet et al. (2001) investigated the program’s efficacy in 260 students 
in Year 9 from Brisbane secondary schools, and noted a significant decrease in hopelessness and 
depressive symptomology at both post-intervention and at 10-month follow up. Another study of 
adolescents aged 13 to 15  (N = 392) in New Zealand compared the efficacy of the program delivered 
by teachers relative to placebo-control, with adolescents in the treatment condition showing 
significantly greater improvements in depressive symptomology relative to the control group, which 
was maintained at 18 months post-intervention (Merry et al., 2004). Furthermore, the program has 
been shown to be useful for all adolescents, not only those specifically at risk for depression, and is 
aimed to prevent the development of future mental health problems (Merry et al., 2004; Shochet et al., 
2001; Shochet & Osgarby, 1999). A recent qualitative analysis of 109 Year 9 students’ beliefs about 
what they gained from RAP–A revealed that the mechanism of change in the depression prevention 
intervention might well be improved self and affect regulation (Shochet, Montague, Smith, & Dadds, 
2014). 
RAP–A–ASD has been designed to be implemented on an individual basis, rather than in 
groups, while retaining the 11-week structure of RAP–A. The individual treatment format is adopted 
to reduce the risk of social demands interfering with the ability of the young adolescent with ASD to 
engage in the program content. Interestingly, a recent meta-analysis of the effectiveness of anxiety 
interventions in youth with ASD found individual therapy to be more effective than group therapy 
(Kreslins et al., 2015). In addition, RAP–A–ASD incorporates added components to target difficulties 
that adolescents with ASD typically experience. Examples of such components include a social story 
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to target theory of mind deficits (Gray & White, 2002), and computerised sessions (iRAP) to increase 
the engagement of adolescents with ASD by using interactive activities and video segments that 
model behaviours and emotions that children with ASD find difficult to distinguish. An 
accompanying RAP–A–ASD guidelines manual for facilitators has been developed to increase 
awareness of ASD characteristics that manifest in adolescents with ASD, including theory of mind 
deficits, variations in sensory processing, special interests, verbal and non-verbal communication, 
difficulties with structure and change, and physical environment considerations. The content of each 
session of RAP–A–ASD is described in Table 1. 
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Table 1  
RAP–A–ASD Program Content 
 Session Key message  Content  
1.  Getting to know 
you 
We’re interested in you! 
Let’s work together as a 
team. 
Use fun-based activities to build rapport and gauge 
participant’s interactive capacity and turn-taking 
ability. Introduce the program using a social story. 
2. Building self-
esteem 
I’m OK. I’m building on 
my strengths. 
Introduce the importance of regulating self-esteem. 
Introduce a tool to monitor self-esteem 
(“selfenometer”). Explore strengths and resources 
using concrete prompts.  
3. Introduction to the 
RAP model 
Our body clues and our 
self-talk affect the way we 
feel and behave. 
Introduce RAP model with iRAP computer 
program. Provide a CBT based description of the 
link between behaviour, body clues, self-talk and 
emotions. Introduce concept of risky and 
resourceful responses. 
4. Keeping calm Be a detective. Find your 
body clues and keep calm. 
Explore body signals related to positive and 
negative feelings using iRAP. Develop strategies to 
relax and manage stress. 
5. Self-talk I am what I think. Introduce cognitive restructuring with the assistance 
of a movie clip. Generate positive self-talk.  
6. Thinking 
resourcefully 
You can change your 
thinking. 
Understand and identify self-talk. Practice 
challenging negative self-talk and developing 
positive self-talk. 
7. Finding solutions 
to problems 
There are solutions to my 
problems. 
Learn a step-by-step problem solving model and 
apply it in interpersonal situations. 
8. Identifying and 
accessing support 
networks 
There is always help at 
hand. 
Use fun-based activities to learn about developing a 
support network, and seeking help to maintain 
emotional wellbeing.  
9. Considering the 
other person’s 
perspective 
There are two sides to 
every story. Take time out, 
stop and think. 
Promote perspective taking and empathy for others.  
Develop strategies to prevent escalation of conflict.  
10. Keeping the peace 
and making the 
peace 
Keep the peace and make 
the peace. 
Develop strategies to promote harmonious 
relationships and to get connected. Develop 
strategies to prevent or manage conflict with care 
givers and significant others.  
11. Putting it all 
together 
Being a resourceful 
adolescent really works! 
Let’s celebrate! 
Review program content, evaluate program, deliver 
personal positive feedback, and celebrate. 
 
A small school-based RCT of young people with ASD aged 10 to 13 years (N= 30) compared 
RAP–A–ASD with support as usual. Outcomes showed initial support for RAP–A–ASD as a program 
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that assists adolescents with ASD to develop affect regulation skills (Mackay, 2013). Qualitative 
exploration of participants’ experience of the RAP–A–ASD program, and parent and teacher 
observations of participants during and after their involvement, revealed greater capacity in 
participants for affect regulation and enhanced social communication and engagement skills. These 
findings are pertinent considering this population’s increased tendency to experience intense emotions 
and to have difficulty managing these emotions, and their difficulties with social interaction and 
communication that impact on making and maintaining relationships (APA, 2013; Humphrey & 
Lewis, 2008; Kanne, Christ, & Riersen, 2009; Konstantareas & Stewart, 2006; White & Roberson-
Nay, 2009).   
At the parent level. Important family-based factors have been found to buffer adolescents from 
depression, including age-appropriate secure attachment to parents, parental expressions of caring and 
warmth, and supporting adolescents to develop increasing autonomy while maintaining close parental 
relationships (see Restifo & Bögels, 2009 for review). RAP–P–ASD is the ASD adapted form of 
RAP–P, a strengths-based, non-blaming resilience-building program which targets family protective 
factors such as increasing family harmony and preventing conflict. RAP–P is offered through schools 
to all parents of adolescents engaged in RAP–A, and is usually delivered as a series of three 
workshops of two to three hours’ duration. The first session facilitates identification of existing 
parental strengths, and identification and management of parental stress to enhance calm and effective 
parenting. The second session provides information about adolescent development, strategies for 
promoting adolescent self-esteem, and strategies for balancing independence and attachment issues. 
The final session covers strategies to promote family harmony and manage conflict (Shochet, 
Holland, Osgarby, & Whitefield, 1998).  
RAP–P is based on an integration of cognitive-behavioural theory, Bowen Family Systems 
Theory (Kerr & Bowen, 1988; Titelman, 2014) and knowledge from developmental psychology of the 
maturational changes that occur naturally during adolescence. RAP–P draws on cognitive-behavioural 
strategies for stress management, cognitive restructuring, and management and prevention of conflict, 
and introduces parents to cognitive-behavioural principles related to self-managed change in 
behaviours and emotions. From the family systems perspective, RAP–P focuses on the inter-
generational effects of parental levels of differentiation of self on the adolescent and the inter-
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relationships between differentiation, stress, and conflict. Those displaying good differentiation of self 
are able to separate their rational and emotional functioning on the intrapersonal and interpersonal 
level, and to maintain both a sense of belonging to family and a sense of separateness and 
individuality which boosts their mental health and wellbeing. Those who are undifferentiated become 
highly anxious and emotionally reactive both intrapersonally and in relationships, and are less able to 
self-soothe in times of conflict and stress. Developmentally, the growing need for autonomy in 
adolescence requires simultaneous closeness and separation from parents, with family conflict less 
likely when parents are able to feel soothed rather than anxious while their adolescents differentiate.  
RAP–P aims to improve attachment between parents and adolescents, and to enhance parent 
and adolescent differentiation of self, by augmenting parents’ existing strengths, helping parents to 
boost their own self-regulation and parental self-efficacy, and helping parents to manage their 
negative emotional over-reactions to their adolescents and their adolescents’ emotional over-reactions 
to them. RAP–P addresses family-based risk factors for adolescent depression, including unresolved 
and emotionally heated parent-adolescent conflict and parental overprotection. Also, RAP–P develops 
protective factors, including family harmony, support for growing independence coupled with 
ongoing appropriate attachment, and conflict management (Restifo & Bögels, 2009). Thus, although 
RAP–P is influenced by a family systems perspective, the thrust again is to improve self and affect 
regulation at the family level and to maintain positive parent-adolescent relationships. Research has 
also indicated that parent attachment predicts school connectedness which in turn predicts depressive 
symptoms (Shochet et al., 2008). Thus, the RAP–P intervention at the family level that fosters parent-
adolescent relationships may have a direct influence on promoting school connectedness as well.  
A recent study demonstrated that RAP–P may be particularly effective when used with 
selective populations to help parents to manage their stress and to maintain empathy for their 
adolescents in difficult circumstances. This study, a RCT of suicidal adolescents and their parents in 
an Australian outpatient clinic (N = 48), compared a family intervention that included RAP–P plus 
routine care with routine care only. The RAP–P component consisted of four, rather than three, 2-hour 
sessions with the adolescents’ parents. An initial session was added that provided psychoeducation 
about suicidal behaviour, practical strategies to minimise self-injurious behaviour, and information 
about support services. At post-treatment RAP–P was associated with greater improvement in family 
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functioning (i.e., adolescent-parent relationships and parental self and affect regulation), greater 
reductions in adolescents’ suicidal behaviour, and greater reductions in adolescent psychiatric 
disability with gains maintained at 6-month follow-up. Changes in adolescent suicidality were largely 
mediated by the improvement in family functioning which appeared to be the mechanism of change 
(Pineda & Dadds, 2013).  
RAP–P–ASD (see Table 2) has been designed to be delivered as a series of four workshops, 
instead of following the three workshop format of RAP–P. It is hoped that this expansion will provide 
parents with additional time and space to discuss the unique challenges of parenting young 
adolescents with ASD.  
Table 2  
RAP–P–ASD Program Content 
Session Key message  Content  
2.  Parents are people 
too! 
Parents/caregivers do a 
great job and deserve a pat 
on the back! 
Caregivers identify their strengths. Explore the 
effects of stress and conclude that the best 
parenting is done when feeling calm. 
2. What makes 
teenagers tick?  
Parents/caregivers are 
important in supporting 
adolescents’ development. 
 
Discuss stress management strategies. Increase 
caregiver understanding of adolescent 
development, priorities and stress by helping them 
to recall their own adolescence. Explore role of 
belongingness and strategies to promote 
belongingness for their adolescents. 
3. Consolidating 
family 
connectedness  
Parents/caregivers always 
have an important role in 
their adolescents’ lives. 
 
Explore the idea of independence and attachment. 
Discuss promoting harmony and valuing 
differences. 
4. Promoting 
positive family 
relationships 
Positive family 
relationships increase self-
esteem and well-being for 
all! 
 
Explore successful ways of preventing and 
managing conflict. Caregivers reflect on their 
values and positive times with their adolescents. 
 
At the school and teacher level. For a school to achieve a more inclusive culture that supports 
the social and learning needs of adolescents with ASD and promotes school connectedness, a whole 
of school approach is required whereby school staff at all levels commit to inclusive teaching and 
curriculum, and consider ways of working together in their own school community. The Index for 
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Inclusion is a process that operates at the school systems level to support the development of a school 
culture, policy and practice where all people are valued and treated with respect for their varied 
knowledge and experience (Booth & Ainscow, 2002) thereby contributing to school connectedness 
(Shochet et al., 2006).  
The Index for Inclusion has been used successfully in a range of international contexts to 
support the review and development of inclusive policy, culture and practice in ministries of 
education, education regions and school community levels (Carrington, Bourke, & Dharan, 2012; 
Carrington & Robinson, 2006). The Index for Inclusion is implemented by a committee at each school 
that consists of school staff, parents, students and researchers. The Index for Inclusion process 
includes five phases: getting started with the Index, finding out about the school, producing an 
inclusive school development plan, implementing priorities, and reviewing the Index process. The 
committee recruits activities to help the school to identify its unique areas of priority for including 
young adolescents with ASD in the school culture; collects qualitative data about inclusion from 
school staff, parents, and students using prespecified questions in interviews, focus groups, and 
questionnaires; and analyses the data and reviews the school’s progress towards inclusivity in order to 
develop and refine an informed inclusion plan for the school. Examples of activities that may be 
recruited include reviewing documents underlying the school curriculum, culture, policy and practices 
to determine the extent to which they support inclusive education, and to identify goals for change; 
exploring stereotypes that may be present in the school community in order to prompt a shift to a 
strengths rather than deficits focus; considering the meaning of equity and equality in an inclusive 
school; encouraging students to share their experiences, aspirations and suggestions for their own 
learning; and planning and prioritising future goals for inclusivity (Booth & Ainscow, 2002).  
The idiosyncratic social, behavioural, cognitive and sensory characteristics with which young 
adolescents with ASD may present can result in significant and unique challenges for teachers 
working with young adolescents with ASD in inclusive classrooms (Ashburner et al., 2010; 
Carrington & Graham, 1999; Carrington & Harper-Hill, 2015; Little & Evans, 2012; Lock & Bullard, 
2004). Therefore, teachers require support for working with this population (Humphrey & Lewis, 
2008; Renty & Roeyers, 2006). Carrington and Graham (1999) elaborate on examples of changes and 
adaptations that schools and teachers may make when working with young adolescents with ASD. 
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Students’ difficulties with rigidity and coping with unpredictability mean that teachers need to strive 
to provide students with a predictable and structured routine, to provide advance warning of 
departures from this routine, and to provide opportunities to incorporate individuals’ special interests 
into their learning. Further, students who struggle to persevere with tasks they perceive to be 
challenging need teachers to break tasks down into smaller units, and to provide regular feedback and 
redirection. Also, students presenting with difficulties with attention and concentration, or with 
sensory overload difficulties, require teachers to consider a seating plan that minimises distractions 
and methods of screening out extraneous noise. Moreover, as most young adolescents with ASD have 
a literal understanding of language, teachers need to use explicit and concise language that is free of 
irony and idioms in order to facilitate effective communication in the classroom. As well, teachers 
require knowledge of behavioural strategies that can be recruited to manage difficult behaviours both 
in and outside the classroom. Finally, as many young adolescents with ASD have difficulty 
identifying their feelings, and may fail to acknowledge that they are experiencing low mood, teachers 
need to be cognisant of behavioural changes that may suggest depression e.g., increased 
disorganisation, inattentiveness, isolation, fatigue, and/or emotional lability. 
Students on the spectrum have provided insights into the factors which influence their sense of 
belonging and success at school, and have endorsed access to supportive teachers and positive 
relationships with peers most frequently (Saggers, 2015; Saggers, Hwang, & Mercer, 2011). The 
Index for Inclusion framework of action learning in a school community can be enhanced by 
incorporating RAP–T–ASD, a condensed version of the Resourceful Adolescent Program for 
Teachers (RAP–T), a program designed to assist teachers with the micro-skills to foster school 
connectedness. A pilot study involving 70 teachers in which key RAP–T elements were presented was 
well accepted, and participant evaluations were consistently high (Shochet & Ham, 2004). The key 
message of RAP–T–ASD is that teachers are the unsung heroes: they play a crucial role in promoting 
school connectedness. RAP–T–ASD has four goals. The first goal is to increase teachers’ recognition 
of the importance and value of school connectedness in both educational functioning and mental 
health and wellbeing. The second goal is to provide an outline of the key elements of school 
connectedness (warm relationships, student inclusion and a sense of belonging, the identification and 
encouragement of students’ strengths, and equity and fairness), and to impart strategies for enhancing 
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these elements in everyday teaching. The third goal is to help teachers to manage their own stress. The 
fourth goal is to provide teachers with resources and strategies for incorporating school connectedness 
in the teaching curriculum.  
The Research Initiative 
Despite an increased risk of mental health problems in adolescents with ASD, there is limited 
research to date on effective prevention or early intervention approaches in this population. Many 
studies exploring interventions for adolescents with ASD have failed to use random assignment, to 
adopt standard intervention protocols, or to ensure treatment adherence, all of which limit the rigour 
and generalisabilty of research findings (National Initiative for Autism: Screening and Assessment, 
2003). In addition, there is a lack of research that explores the effective promotion of known factors 
that protect against the development of depression in young adolescents with ASD. Therefore, there is 
a need  to develop and trial selective interventions aimed at preventing depression in adolescents with 
ASD so as to determine the best evidence-based practice for the treatment and support of this 
population (Francis, 2005), and to do so using an inclusive intervention approach that involves 
parents, teachers, and other professionals committed to supporting adolescents (Howlin, 2000). 
The Cooperative Research Centre for Living with Autism (Autism CRC) is the world’s first 
national, cooperative research effort focused on ASD, and is funded for 8 years by the Australian 
Federal Government, and by cash and in-kind support from Autism CRC participants. This high 
priority research initiative aims to improve the accuracy of ASD diagnosis to facilitate early 
intervention; to optimise educational environments throughout Australia so as to provide students 
with ASD with the most appropriate opportunities to develop socially, behaviourally and 
academically, and to provide teachers and health professionals of young people with ASD with the 
most effective strategies to manage complex behaviours; and to identify the ongoing needs of adults 
with ASD (Autism CRC, 2016).   
A project funded by the Autism CRC, henceforth known as the School Connectedness Project, 
will implement and evaluate a multilevel, indicated, selective, evidence-based intervention that is 
preventative in nature and targets the school system, teachers, parents, and adolescents with ASD. The 
intervention will use the Index for Inclusion framework at the school level (and will also draw on the 
RAP–T–ASD intervention for teachers), and will use RAP–A–ASD and RAP–P–ASD at the 
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adolescent and parent levels respectively. This project has two aims. The first aim is to assist young 
adolescents with ASD to have a greater sense of connectedness to their peers, teachers, school and 
parents, and to have greater self and affect regulation, so as to improve their wellbeing and mental 
health. The second aim is to determine whether operating at multiple ecological levels using a school-
based intervention is feasible and can result in a sustainable, primary prevention program. 
The Planned Intervention 
To test the School Connectedness Conceptual Model, a 3-year multisite proof of concept study 
using a mixed methods design will pilot and evaluate the school connectedness program. The study 
will aim to determine whether a targeted, school-based intervention that operates at multiple 
ecological levels to simultaneously increase the capacity for school connectedness and self and affect 
regulation in young adolescents with ASD can be integrated in the school culture and implemented in 
the school environment as a sustainable, primary prevention program. The proof of concept phase is 
an important step in intervention research because it provides a cost-effective method of determining 
whether an intervention can realise a clinically significant improvement in a small, select sample. 
Should a clinically significant outcome eventuate, this would justify proceeding with a more rigorous 
and costly randomised trial with more representative samples. 
Participants. Given that the incidence of depression increases significantly after early 
adolescence (Lewinsohn et al., 2000; Merikangas et al., 2010), the participants will be 30 adolescents 
with ASD aged 12 to 14 years, and their parents and teachers, to provide sufficient data to detect 
reliable change (Jacobson & Truax, 1991), and to maximise the program effects on promoting 
adolescent wellbeing and preventing adolescent depression. Middle schools are rare in Australia, with 
the majority of schools classified as either primary schools (preparatory (± 5 years of age) to year 6 
(±11 years of age)) or secondary schools (year 7 (± 12 years of age) to year 12 (± 17 years of age). 
Hence, adolescents in the first two years of secondary school will be targeted. Participants will be 
sourced in the first instance from approximately six to nine urban schools in South East Queensland, 
Australia with generalisation probes to be conducted with replication studies in rural Western 
Australia and New South Wales. As the RAP program is suitable for higher-functioning adolescents, 
students with an intellectual impairment will not be invited to participate.   
Procedure. The program will draw on elements of the Index for Inclusion, and the ASD 
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adaptation of RAP for the adolescents (RAP–A–ASD), parents (RAP–P–ASD) and teachers (RAP–T–
ASD). To implement the Index for Inclusion, a small committee consisting of relevant school staff 
(e.g., special education teachers, administrative staff, year-level coordinators), parents, students, and 
at least two members from the research team will be formed at each participating school. A series of 
collaborative meetings will be held with the committee, using materials from the Index for Inclusion 
for discussion, and focusing on school culture and inclusion of young adolescent students with ASD 
so that the school can identify its unique areas of priority, and identify the data required to be 
collected from school staff, students, and parents to tap these areas of priority. Data will be collected 
using surveys and interviews developed from the questions and indicators in the Index for Inclusion. 
Following data collection, further committee meetings will be held to analyse and discuss the results 
and to develop an informed plan for the school. Ongoing meetings will be held in order to review the 
school’s progress and to evaluate the utility of the Index for Inclusion process. The RAP–T–ASD 
program will be delivered as an optional, single 2-hour workshop attended by teachers, administrators 
and support staff at each of the participating schools to provide training to assist school personnel in 
the promotion of school connectedness. This school-level process is expected to run for a school 
calendar year.  
Registered provisional psychologists enrolled in the postgraduate program in Educational and 
Developmental Psychology at the Queensland University of Technology in Brisbane, Australia will be 
trained in the implementation of RAP–A–ASD. The adolescent participants will each complete the 
RAP–A–ASD program in 11 to 15 one-on-one 50 minute weekly sessions with one of the project’s 
provisional psychologists, during school time, on school premises. Project staff will conduct RAP–P–
ASD with the parents of participating adolescents in four two-and-a-half-hour weekly group sessions.  
Evaluation. As a proof of concept study this is not a randomised controlled trial. However, the 
use of reliable change statistical procedures (Jacobson & Truax, 1991) will enable us to examine 
responsiveness (or otherwise) to various components of the interventions for approximately 30 young 
adolescents with ASD. A mixed-methods design that gathers quantitative data using questionnaires, 
and qualitative data using semi-structured interviews and focus groups will be used. To explore the 
effect of the RAP program, questionnaires that tap mental health and wellbeing, and parent-adolescent 
relationships will be administered to each adolescent participant, his or her parents, and the teacher 
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deemed to have the most in-depth knowledge of the adolescent on five separate occasions across 18 
months. The questionnaires that will be used include the Psychological Sense of School Membership 
Scale (Goodenow, 1993), an 18-item measure of school connectedness; the Coping Self-Efficacy Scale 
(Chesney, Neilands, Chambers, Taylor, & Folkman, 2006), a 26-item measure of one's confidence in 
performing coping behaviours when faced with life challenges; the Strengths and Difficulties 
Questionnaire (Goodman, 1997), a 25-item measure of child and adolescent wellbeing; the second 
edition of the Children's Depression Inventory (Kovacs, 2011), a 17-item measure of child and adolescent 
depressive symptoms; the Family Assessment Device (Epstein, Baldwin, & Bishop, 1983), a 60-item 
measure of family characteristics; the Mental Health Continuum Short-form (Keyes, 2005b), a 14-
item measure of wellbeing; and the Anxiety Scale for Children with Autism Spectrum Disorder 
(Rodgers et al., 2016), a 24-item measure of anxiety in children and adolescents with ASD. In 
addition, semi-structured interviews to gauge the impact of the RAP intervention will be conducted 
with participants (students, parents, and teachers) one month post-completion, and at 3-month follow-
up. Questions that tap domains relating to participants’ experience of the program, their memory of 
concepts and strategies that they learned from the program and instances when they have used these, 
and changes that they have noticed in themselves and in others will be asked. 
To explore the effect of the Index for Inclusion process, and the experience of members of the 
Index for Inclusion school committee, questionnaires that tap school connectedness and semi-
structured interviews will gather data from all members of the school committee, and will focus on 
their experience of the School Connectedness project and their perceptions of the responsiveness (or 
otherwise) of the other stakeholders in the project. In addition, qualitative analyses of open questions 
and interviews using a phenomenological constant comparison approach will be undertaken to 
identify themes unique to specific stakeholders and common to all stakeholder groups. Adopting this 
phenomenological approach will allow researchers to describe the lived experiences of individuals 
about a phenomenon as described by participants (Cresswell, 2014). Data will be analysed using 
constant comparative methods in order to reconstruct and understand the experiences of the 
participants (Glaser, 1992). This analysis will allow for comparison between participants, participant 
groups and school communities, thereby enabling us to triangle the qualitative data.  
Anticipated outcomes. It is hoped that the intervention will yield a prototype of the School 
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Connectedness Program that can be integrated in the school culture and implemented in the school 
environment as a sustainable, primary prevention program. Furthermore, it is hoped that the 
intervention will yield evidence that improving the capacity for school connectedness and self and 
affect regulation reduces depressive symptoms and other mental health problems (e.g., anxiety) and 
enhances emotional wellbeing in young adolescents with ASD. In addition, it is hoped that the 
intervention will yield an improved understanding of the factors influencing school connectedness for 
young adolescents with ASD.  
It is anticipated that participants will come from lower and middle class families. Also, it is 
anticipated that there will be more male than female participants because ASD is diagnosed four times 
more frequently in males (APA, 2013). In line with some evidence in the depression literature that, in 
the early years of secondary school, females benefit to a greater extent from teacher support than do 
males (Pössel, Rudasill, Sawyer, Spence, & Bjerg, 2013), it is possible that females will realise 
greater outcomes than will males but the evidence for this is not well established. Although 
neurotypical adolescents will not be completing the RAP–A–ASD program, it is hoped that 
qualitative data derived from the Index for Inclusion process will provide information about shifts in 
acceptance of an inclusive school culture in neurotypical adolescents, as well as changes in their own 
school connectedness.  
Conclusion 
It is important to develop empirically supported interventions to alter the negative 
developmental trajectory of people living with ASD, and to promote positive mental health and 
wellbeing. The young adolescent period is a particularly important time when adolescents with ASD 
face a greater risk for developing mental health problems such as depression. School-based 
interventions hold considerable promise to promote a more positive trajectory. A growing body of 
theory and research points to the vital role of belonging and school connectedness as an important 
protective factor for mental health and wellbeing. At the same time, the capacity for self and affect 
regulation in the face of stress and negative life events accords a process of resilience that can 
promote wellbeing and mental health. These two protective factors can be theoretically and 
empirically linked and are reciprocally related.  Theories from social psychology, developmental 
psychology and family systems theory, along with empirical evidence (including emerging 
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neurobiological evidence) support the interrelationships between these protective factors and many 
indices of wellbeing. A multilayered approach at the individual, family and school level provides the 
best opportunity to harness these reciprocal protective factors.  
We now have very preliminary evidence of resilience interventions (informed both by CBT and 
IPT) that look promising for promoting affect regulation and connectedness at the individual level. 
Parent interventions can play an important role in helping parents to assist their adolescents with ASD 
to navigate their challenging teenage years with greater composure, affect regulation and 
connectedness. Although these parent interventions have not been trialled with adolescents with ASD, 
they have been successfully delivered with other high risk populations (e.g., suicidal adolescents). 
Finally, at the school level we now have a well-defined action research process to promote greater 
inclusiveness and school connectedness. It is important to test whether such a multilayered 
intervention can work synergistically to improve the mental health and wellbeing outcomes of 
adolescents living with ASD. The Autism CRC conceptual model is currently being subjected to a 
proof of concept analysis across multiple sites in Australia. We expect this positively focused 
multilevel school-based approach to be a promising, feasible and sustainable approach for improving 
the lives of adolescents living with ASD.  
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